contents showed a typical reaction for pancreatic secretion.. The result was a complete convalescence. Up to about three months ago the patient was in good health. About that time he began to have discomfort in the abdomen, and three weeks ago noticed a swelling in the left hypogastrium. On admission there was considerable swelling in the left side, and the outline much resembled that of the former tumour in size and shape. An enlarged spleen was made out and a blood examination revealed medullary leukeemia. The patient seems in fair general health. Blood examinations show considerable improvement under arsenic and iron since admission. BLOOD COUNT. By DOUGLAS HARMER, M.C.
MALE, aged 47, admitted to hospital with large nasopharyngeal tumour, causing epistaxis. Five years ago continuous attacks of nosebleeding, gradually increasing until three and a half years ago, when part of the middle turbinate was removed in New Zealand; for nine. months no bleeding. Two and a half years ago left nasal cavity curetted and large tumour removed through mouth, said to be fibroid and nonmalignant. Two years, left eye displaced outwards; later, swelling noticed externally. One year, complete nasal obstruction; occasional epistaxis, recently very severe. For three weeks, treatment with Coley's fluid without improvement.
Patient was advised to come to England with a view to operation. He consulted a surgeon, who told him that the condition was inoperable. Later he saw Mr. Butlin, who advised him to take the risk of operation and referred himn to the hospital. On admission he appeared in good health, but anaemic. All his organs were normal. There was a large vascular growth in the left nostril, projecting through the nasal bones in front (see fig. 1 ) into the left orbit and left antrum (dull to transillumination), into the nasopharynx, but not into the temporal fossa. The skin over the tumour was covered with dilated venules and the palpebral arteries on the left side were enlarged to the size of the radials. The left eye was displaced forwards and outwards; movements good; vision -6; field not diminished; marked signs of venous obstruction in retinal vessels; slight oedema and swelling of disk; almost the whole of the nasal side of the retina crumpled up, this part of the retina being seen with a much higher glass than the rest of the fundus, showing that it had been pushed forward, probably as the result of pressure upon the sclerotic. Right eye normal, no diplopia. Submaxillary glands slightly enlarged. X-ray photos did not assist in defining the extent of the tumour. Operation: Chloroform anaesthesia. Both external carotids exposed and temporarily compressed with Crile's clamps. Infrathyroid laryngotomy. Pharynx plugged with marine sponges. Transverse incision through line of eyebrows, slightly curved downwards over bridge of nose.
A second vertical incision along left side of nose to lower margin of alar cartilage. Skin covering tumbur easily dissected free without severe bleeding. Nose turned down with elevator. Nasal and antral portions of tumour easily delivered from their bone cavities. The tuinour, when separated from soft tissues of the left orbit by dissection, was found to be attached to the base of the skull, from the frontal sinus in front to the sphenoidal sinus behind. It was forcibly separated by an elevator. Floor and anterior walls of the frontal and sphenoidal sinuses then removed; also part of the base of the skull (2 in.) in the region of the cribriformii plate; the dura mater appeared to be involved and was partially dissected away, a small quantity of cerebrospinal fluid escaping. Free scraping of bone cavities with sharp spoon. Haemorrhage was never very severe. External carotids then carefully released; bleeding points seized and tied with catgut. The whole cavity firmly plugged. Incisions accurately united, excepting a large opening between the eyes for drainage. Carotid wounds drained. Laryngotomy tube renmoved;
wound not sutured. Duration of operation two hours. Recovery uneventful; shock slight; pulse never above 100; temperature of 1000 F. for six evenings. Plugging removed in forty-eight hours: a small piece of necrosed bone extracted after ten days. No secondary hoemorrhage.
Tumour exhibited: Fibrosarcoma.
Two months later, deformity much less (see fig. 2 ). Sliall opening between eyes retained for inspection. No sign of recurrence. Left eye almost in normal position; sight not affected. "Swelling of nasal side of disk less prominent by about 2 D than in the previous note; the folds in the retina are unchanged, and there are many other folds now visible to the temporal side of the disk; the signs of venous obstruction are no longer present " (Holmes Spicer). General health excellent.
The case is interesting as it shows that an extensive and vascular growth may be safely removed from the nose after temporary ligature of both external carotids and laryngotomy. If removal had been attempted without these preliminaries, it is probable that the patient would have bled to death. Ligature of the left external carotid alone would not have been sufficient to control the hoemorrhage.
The Diagnosis of Aneurysm of the Descending Thoracic Aorta.
By W. ESSEX WYNTER, M.D.
THE observations I wish to offer on the subject of aneurysm affecting the descending thoracic aorta were made on a series of cases in the Middlesex Hospital before the introduction of Rontgen rays as an aid to diagnosis, and include a recital of such clinical indications, more or less comimon to them all, which should raise suspicion of such lesion sufficient to call for the employment of this means, either to confirm or exclude its presence. Acting on such indications, I am able to cite two cases in which the diagnosis was made eighteen months or more before the final catastrophe, in which confirmation was afforded by skiagrams.
It may be premised that an uncomplicated local aneurysm projecting forwards in the left pleural cavity will give rise to practically no signs or symptoms, because in this situation it can for a time increase in size without affecting any irmportant organs or structures. Such was the case in a woman, aged 58, dying of advanced pulmonary tuberculosis, in wholmi was found a sacculated aneurysm of the last 4 in. of the thoracic aorta, eroding the corresponding vertebrae, and almost filled with clot. There had been no complaint which could be referred to this source during life, and the condition was quite unexpected till disclosed at the necropsy. In other cases, however, there were certain indications which, if taken into account, would, with the aid of X-rays, establish the diagnosis. These were:
Constant pain, with exacerbations, especially at night, referred to the back and left side of the chest. Post-mortem examinations disclosed erosion of vertebrae, exposure of intercostal nerves in the sac, and recurring pleurisy at the edge, extending over a variable portion of the lung surface. One or other of these, in addition to varying tension in
